AUTHORIZATION FOR DISCLOSURE OF MEDICAL OR DENTAL INFORMATION

PRIVALCY ACT STATEMENT

In sccordance with the Privacy Act of 1974 (Public Law 93-578), the notice informe you of the purposs of the form and how
it will be used. Fleace resd it carefulby.

AUTHORITY: Public Leww 104-191; E.O. 9387 [(55AMN); Dol 6025.18-A.

PRINCIPAL PURPOSE{S): This form ic to provide the Military Treatment Facility/Dental Treatment Facility TRICARE Health Plan
weith a means to request the use andior disclocure of an individual’s protected health information.

ROUTINE USE{S]: To amy third party or the individual upon suethorzetion for the dicclozure from the individusd for: perconal
use; insurance; continued medical cere; school; legal; retirement'separation; or other reasons.

MECLOSURE: Voluntary. Failure to sign the authorization form waill recult in the non-releace of the protected health
information.

This form will not be used for the authorizetion to disclose alcohol or drug abuse patient information from medical records or
for suthorization to disclose information from records of an alcohol or dreg sbuce treatment program. In eddition, sny use ac
an authorization to uce or dicclose poychotherapy notes may not be combined with another authorization except one to uze or
dizcloce peychotherapy notec.

SECTION | - PATIENT DATA

1. NAME (Lass, Firsr, fMig'die Inifiad] 2. DATE OF BIRTH /¥¥¥YRMO0) | 3. SOCIAL SECURITY NUMBER

4. PERIOD OF TREATMENT: FROM - TO YV ¥ B. TYPE OF TREATMENT X onal

N/A. D outrament [ ] mNPATIENT [ Jeom

SECTION Il - DISCLOSURE

8. | AUTHORIZE Evans Army Community Hospital T RELEASE MY PATIENT INFORMATION TO:
[Name of Facility TRICARE Health Plan]

o. MAME OF PHYSICIAN, FACILITY, OR TRIGARE HEALTH PLAN b. ADDRESS (Srreet, City, Stafe and JIF Code)

SELF

c. TELEPHOME (ircivde drea Codal

7. REASON FOR REQUEST/USE OF MEDICAL INFORMATION (X o= spphcabio)
PERSOMAL USE CONTINUED MEDICAL CARE SCHOOL - OTHER (Specify)
INSURANCE RETIREMENT/SEPARATION LEGAL

8. INFORMATION TO BE RELEASED

MEB/ VA -Complete Copy of Medical Records

8. AUTHORIZATION START DATE ¥y | 10. AUTHORIZATION EXPIRATION
I DATE V¥ YD) I I ACTION COMPLETED

SECTION Il - RELEASE AUTHORIZATION

| underctand that:

a. | hawve the nght to revoke thic suthorzetion at sny time. WMy revocation must be inoserting and provided to the facility
wehere my medical records are kept or to the TMA Privacy Officer if this is an authorization for information poscescad by the
TRICARE Health Flan rather than an MTF or DTF. | am aware that if | later revoke thic authorization, the perconiz) | hensin
name will hews ucad andior dicclocad my protected information on the becic of thic authorization.

b. H | authorize my protected health information to be disclosed to someone who is not required to comply with federal
privacy protection regulations, then such information may be re-disclosed and would no longer be protectad.

c. | hawve a right to incpact and recaive s copy of my own protected heslth information to be uzed or dicclosed, in sccordence
weith the regquirements of the federal privacy protection regulations found in the Frivecy Act and 45 CFAR 8164.62%.

d. The Military Health System [(which includes the TRICARE Health Plan) mey not condition treatment in MTFe/DTFs, payment
by the TRICARE Health Flan, enrollment in the TRICARE Health Flan or eligibility for TRICARE Health Plan benefits on failure to
obtein thic suthorization.

| requect and authorze the named provider/treatment facility TRICARE Heslth Flen to relesce the information deccribed abowve
to the named individual/'crganization indicated.

11. SIGNATURE OF PATIENT/PARBNT/LEGAL REFRESENTATIVE 12. RELATIONSHIP TO PATIENT 13. DATE /¥ ¥ ¥ ¥ROdDD)
7f appicabial

SECTION IV - FOR STAFF USE ONLY (To be complated only upan recaiod of wrirtan revocation)
14. X IF APPLICABLE- 16. REVOCATION COMPLETED BY 18. DATE {¥Y¥YRMDOD]

AUTHORIZATION
REVMCED

17. IMPRINT OF PATIENT IDENTIFICATION PLATE WHEN AVAILABLE

SPONSOR NAME:
SPONSOR RANK:
FMIPISPONSOR S5N:
BRANCH OF SERVICE:
PHOME NUMBER:

DD FORM 2870, DEC 2003



